Body mass index (BMI) may not accurately or adequately reflect body composition or its role in the development of cardiovascular disease (CVD). Ectopic adipose depots may provide a more refined representation of the role of adiposity in CVD. Thus, we examined the association of pericardial and intra-thoracic fat with coronary artery calcium (CAC). Nearly 600 white men and women, as well as Filipina women and African-American women, all without known CVD, had abdominal and chest computed tomography (CT) scans at two time points about four years apart from which CAC presence, severity and progression, as well as pericardial and intra-thoracic fat volumes were obtained. Logistic and linear regression models with staged adjustment were used to assess associations of pericardial and intra-thoracic fat with CAC presence, severity and progression. After adjustment for age, BMI, sex/ethnic group, ever smoking, and lipids, each standard deviation higher increment of intra-thoracic fat, but not pericardial fat, was significantly associated with 3.84-fold higher odds of prevalent CAC (95% CI (1.54, 9.58), p=0.004) and a 38.4% higher CAC score (95% CI (3.5%, 90.0%), p=0.03). Neither pericardial nor intra-thoracic fat were associated with CAC progression. Contrary to previous reports, pericardial fat was not associated with the presence, severity or progression of CAC. We did, however, demonstrate a significant association between intra-thoracic fat and both the presence and severity of CAC. Studies measuring fat in the thoracic cavity may consider defining intra-thoracic fat as a separate entity from pericardial fat.
Introduction
Obesity is a well-established risk factor for cardiovascular disease (CVD) (1) , and is also associated with subclinical measures of CVD, such as coronary artery calcium (CAC) (2, 3) . However, overall anthropometric measures such as body mass index (BMI) may not be the best indicators of obesity (1, 4, 5) since they intrinsically result in misclassification with Users may view, print, copy, and download text and data-mine the content in such documents, for the purposes of academic research, subject always to the full Conditions of use:http://www.nature.com/authors/editorial_policies/license.html#terms respect to tissue types and do not accurately or adequately reflect the distribution, location, and complex biology of adipose tissue. Regional ectopic measures of adiposity may provide a more refined representation of the role of adiposity in CVD and how adiposity contributes to the CVD risk profile (1) . For example, central adiposity (i.e. visceral fat), rather than BMI, appears to be a better predictor of mortality among those with coronary artery disease (CAD) (6) , as well as a better predictor of CAC progression (7) . Moreover, ectopic adipose depots around the heart, such as pericardial or intra-thoracic fat, may be more strongly related to clinical or subclinical CVD than overall measures of adiposity, or even other adipose depots such as abdominal visceral fat (8, 9) . In this regard, recent evidence indicates that epicardial and pericardial fat, may be independent, significant sources of inflammatory cytokines (9, 10, 11, 12, 13) , thereby increasing the risk for CVD due to local inflammatory processes.
Pericardial fat has been associated with both prevalent (14) and incident (15, 16) CVD. In previous studies, pericardial and intra-thoracic fat were strongly correlated with both traditional risk factors and inflammatory cytokines (14, 17) . Studies have also found pericardial fat associated with CAC presence (18, 19) , presence of coronary plaques (20) , and coronary artery stenosis (21) . On the other hand, intra-thoracic fat has been less well-defined and studied. In the Framingham Heart Study, intra-thoracic fat, exclusive of pericardial fat, was associated with abdominal aortic calcium, but not with CAC (18) ; however, Dey et al found thoracic fat, which included pericardial fat, was significantly associated with CAC (22) .
These previous studies of pericardial and intra-thoracic fat have included participants of predominantly Northern European (Caucasian) descent, coronary plaque presence only, or smaller sample sizes, and did not examine CAC severity or progression. Thus, using an ethnically diverse cohort of White men and women (n=343), Filipina women (n=117), and African-American women (n=138), we sought to determine whether pericardial and intrathoracic fat were associated with CAC presence, severity, and progression independent of traditional cardiovascular risk factors and visceral fat. We specifically examined whether these associations differed by ethnicity or sex, and whether adipocytokines mediated these associations. Additionally, we assessed the associations of traditional and novel cardiovascular risk factors, including adipocytokines, with pericardial and intra-thoracic fat.
Methods

Study Participants
The Rancho Bernardo Study (RBS) is a prospective cohort study of community-dwelling middle to upper class adults of predominantly Northern European ancestry (Caucasian) established between 1972 and 1974, when 82% of the adult residents of a San Diego, California suburb first participated in a survey of heart disease risk factors. The master list for the survey was determined from a reverse telephone directory, census and maps provided by the developer, and a roster of community center membership. Participants were recruited by telephone and seen in random order over the two-year period. Approximately half of participants were retirees at the time of the survey, and the average age was 64. The participants of this study have been followed periodically since then, with the eighth examination (Visit 8) taking place between 2001-02. Further details of recruitment and inclusion criteria for the original cohort can be found elsewhere (23, 24) . At that time, participants ≥ 55 years old who were free of known cardiovascular disease had electron beam computed tomography (CT) scans of the chest performed so that the extent of coronary artery calcium (CAC) could be determined. These CT scans also included slices in the abdomen near the umbilicus. Known cardiovascular disease was defined by use of Minnesota codes, Rose angina questionnaire, physician diagnosed cardiovascular disease, or previous coronary artery bypass graft or percutaneous transluminal coronary angiography.
Additionally, a group of Filipina women and African-American women from the UCSD Filipino Women's Health Study and the Health Assessment Study of African-American Women (HASAAW) cohort were originally recruited in 1994-1999 as ethnic comparison groups to the Rancho Bernardo study using the same research protocol, staff, and diagnostic laboratories. Filipina women were recruited in 1995-99 to study the prevalence of several common chronic diseases such as type 2 diabetes, osteoporosis, CVD and hypertension, among this ethnic group, and included community dwelling women aged 50-69 who self identified as Filipina. Participants were primarily from the Mira Mesa area of north San Diego, a middle class community only ~10 miles from where the original white RB participants were recruited. Filipina participants were recruited by both workplace and community volunteers. More detailed inclusion criteria for the Filipina women have been described elsewhere (25) . African-American women were originally recruited also to study the prevalence of chronic diseases as a comparison to the white RB women, and were recruited as a convenience sample from San Diego City and County agencies, active and retired employees from the University of California, San Diego and San Diego State University, women's organizations, and churches. Participants were age 45-87, selfidentified as African-American ethnicity, and had to be available in the San Diego for the next 5 years for follow-up studies. Participants were also chosen to be similar socioeconomic status to the RB study participants. More detailed inclusion criteria for the African-American women have been described elsewhere (26) .
African-American women and Filipina women age 55 or older and free of known cardiovascular disease in 2001-2002 (using the same CVD criteria stated above for the RB participants) were also invited to have CT scans performed at this time, which also included the abdomen. Using these scans and appropriate software for making the measurements, data on pericardial fat, intra-thoracic fat and CAC was available on a total of 598 participants: 343 Caucasian men and post-menopausal women, 117 post-menopausal Filipina women and 138 post menopausal African-American women.
At the tenth examination (Visit 10) (2005-06), CT scans were repeated on Caucasian, Filipina and African-American participants who returned. Participants were mailed invitation letters to have a follow-up CT scan at the V10 exam, regardless of current CVD status. From these scans, we generated data on CAC progression, which was available on 452 participants: 275 Caucasians, 92 Filipinas, and 85 African-Americans. Of the 146 participants who did not have V10 data, 65 refused for various reasons, 18 died, 2 were ineligible, 2 had unrecoverable CT scans at the V10 exam, and 59 were either lost to followup or did not return for unknown reasons.
The RBS, as well as the additional UCSD Filipino Women's Health and HASAAW studies, were approved by the Institutional Review Board of the University of California, San Diego; participants gave written informed consent.
Measurement of Coronary Artery Calcium
An Imatron C 150 ultrafast computed tomography scanner (Imatron, San Francisco, California) that produced contiguous thin-section sections was used to obtain the images of the chest and abdomen. Scans were electrocardiographically triggered to the R-R interval, and images were obtained at end-diastole during a single breath-hold. CAC was scored according to the Agatston method (27) by specially trained technicians. Further details on CAC measurement can be found elsewhere (28) .
Computed Tomography Measurement of Adiposity
Intra-thoracic, total thoracic, and pericardial adipose tissue volumes were measured from the Visit 8 computed tomography (CT) scans by three experienced CT analysts on networked workstations running muscle segmentation software (MIPAV 4.1.2, National Institutes of Health). Fifteen CT slices of 3mm thickness were selected originating from the right coronary artery, 4 slices above the right coronary artery and 10 slices below. The anterior border of the total thoracic fat volume was defined by the interior margin of the chest wall and the posterior border by the aorta and bronchus. The pulmonary vessels were excluded. The anterior border of the pericardial volume was defined by the line of the fibrous pericardium and the posterior border was shared with the thoracic volume. Intra-thoracic fat volume was defined as the total thoracic fat volume minus the pericardial fat volume. Fat was discerned from other tissue types by the voxel count that fell within the threshold of 190 and 30 Hounsfield units. The volume of fat tissue was established by the product of slice thickness and the area of fat determined by voxel count, and reported in cm 3 . Figure 1 shows the total thoracic area and the division into pericardial and intra-thoracic areas measured in this study. With the non-contrast CT scans and MIPAV software, epicardial fat cannot be precisely quantified in an efficient manner. Thus, we did not measure it in this study.
Visceral fat was obtained from CT scans at Visit 8 (2001-02) and was measured using the same software as for pericardial fat. Briefly, using a cross-sectional scan, the umbilicus was located and a region of interest was manually drawn around the inner most border of the abdominal muscle wall following the parietal peritoneum. Fat area was again differentiated from other tissue types by the voxel count that fell within the threshold of −190 and −30 Hounsfield units, and visceral fat is reported in cm 2 .
Measurement of Covariates and Adipocytokines
Information on age, sex, smoking status, alcohol use, physical activity, medical history, and medication use was obtained via standard self-administered or interviewer-administered questionnaires. Physical activity was assessed by asking whether the participant currently exercised three or more times per week. This simple question was indirectly validated by showing a positive association with HDL-cholesterol and an inverse association with resting pulse rate. Weight and height were measured with participants wearing light clothing and no shoes. Body mass index was calculated using weight in kilograms divided by height in meters squared. Systolic and diastolic blood pressures were measured twice in seated subjects at rest for at least 5 minutes, and the average of 2 readings was used, with the Hypertension Detection and Follow-up Program protocol (29) .
Morning fasting blood samples were obtained by venipuncture after a requested 12-hour fast. Fasting plasma glucose was analyzed using a glucose oxidase method in a hospital diagnostic laboratory. Fasting total cholesterol and triglycerides were measured by enzymatic methods using the ABA-200 Biochromatic analyzer (Abbott Laboratories, Abbott Park, IL). High-density cholesterol (HDL) was determined by precipitation analysis using a protocol from the Lipid Research Clinic. Low-density cholesterol (LDL) was calculated with the (30)Friedewald equation.
Comorbidities included type 2 diabetes and hypertension. Diabetes was defined as selfreport of physician diagnosis, anti-diabetes medication use, fasting glucose ≥ 126 mg/dL, or 2-h post-challenge glucose ≥ 200 mg/dl. Hypertension was defined as self report of physician diagnosis, and anti-hypertensive medication use, or systolic blood pressure ≥ 140 mmHg, or diastolic blood pressure ≥ 90 mmHg.
Adipocytokines were measured from EDTA plasma (fasting) obtained at the Visit 7 (1992 Visit 7 ( -1996 for Caucasians and 1994-1999 visit for Filipina and African-American women, and stored at −70°C. Adiponectin and leptin were measured via radioimmunoassay (Millipore Linco Research, St Charles, MO) with intra and inter-assay coefficients of variation (CVs) ranging from 1.97% -7.32% for adiponectin and 4.37% -6.43% for leptin. Interleukin (IL)-6 and tumor necrosis factor (TNF)-α were measured via ELISA (R&D Systems, Minneapolis, MN) with intra-and inter-assay CVs for IL-6 of 4.9% -10.5%, and for TNF-α of 6.0% 10.0%.
Statistical Analysis
To examine the univariate association of characteristics and risk factors across ethnic and sex groups, ANOVA, chi-square or Kruskal-Wallis tests were used as appropriate. Age and BMI-adjusted least squares means (95% CI) were obtained from ANOVAs for each sex/ ethnic group. Multivariate linear regression was used to determine risk factors and covariates that were independently associated with pericardial and intra-thoracic fat.
In order to examine the linearity of pericardial and intra-thoracic fat with CAC presence, amount and progression, generalized additive models (GAMs) with a cubic B-spline function were used to create splines. As these associations were approximately linear, pericardial and intra-thoracic fat were then modeled as per standard deviation increment in all further modeling.
Staged multivariate logistic regression models were used to examine the association of pericardial and intra-thoracic fat with CAC presence and CAC progression. Staged multivariate proportional odds models were used to determine the association of fat with CAC as an ordinal outcome. CAC presence was defined as Agatston score at Visit 8 > 0. Ordinal CAC was defined as Agatston score at Visit 8 categorized as 0, 1-100, 101-300, >300. CAC progression was defined using the Hokanson method(31), and participants were defined as having a progression of CAC if the square root of (Visit 10 CAC volume -Visit 8 CAC volume) ≥ 2.5 cm 3 . The proportional odds assumption was tested for all models using the score test. The first stage of adjustment for all models included age and sex/ethnic groups, then adding BMI, ever smoking, and exercise ≥ 3 times per week in the second stage. Prevalent hypertension, diabetes, and lipid levels were added in the third stage. Finally, adipocyokine levels and visceral fat were added to determine whether any mediation of the associations existed.
Staged multivariate linear regression models were used to determine the association of pericardial and intra-thoracic fat with CAC amount (or severity) and CAC change as continuous outcomes. CAC amount was defined as ln(Agatston score at Visit 8 + 1), and CAC change was defined as ln((Visit 10 Agatston score -Visit 8 Agatston score)/Visit 8 Agatston score). Since these outcomes were natural log transformed, we used the transformation (e β -1)*100 to convert the beta coefficients into percents. The corresponding confidence intervals were similarly converted to percents. Staging took place as described above for the multivariate regression models.
In models adjusted for age, BMI, ever smoking, exercise, prevalent hypertension, prevalent diabetes and lipids, interactions between sex and pericardial and intra-thoracic fat, as well as ethnic group and pericardial and intra-thoracic fat were tested for CAC presence and amount. Interactions were tested on an additive scale in linear regression models for CAC amount and on a multiplicative scale in logistic regression models for CAC presence.
To examine whether pericardial or intra-thoracic fat substantially added to the prediction of CAC presence beyond traditional risk factors, c-statistics, the net reclassification improvement (NRI)(32) and the integrated discrimination improvement (IDI)(32) metrics were calculated for any significant associations.
P-values <0.05 were considered statistically significant and SAS V 9.2 (Cary, NC) was used for all analyses, except GAMs and splines, which were performed in SPlus V 8.1 (Tibco Software, Inc, Seattle, WA).
Results
Characteristics and Ethnic/Sex Differences in Pericardial and Intra-thoracic Fat
In the cross-sectional analyses, characteristics and risk factors differed significantly across sex/ethnic groups for all factors except hypertension (Table 1 ). In particular, visceral fat, CAC presence and CAC amount were highest in white men, followed by Filipina women, white women, and then African-American women. Figure 2 shows the volume of pericardial and intra-thoracic fat adjusted for age and body size (BMI) by sex/ethnic groups. All sex/ ethnic groups differed significantly on pericardial fat (all pairwise comparisons p<0.005). For intra-thoracic fat, all sex/ethnic groups differed significantly (p<0.001), except white women and Filipina women (p=0.95).
Among white men, the Spearman correlation of pericardial fat with intra-thoracic fat was 0.68. Among white women, the Spearman correlation of pericardial fat with intra-thoracic fat was 0.66, for Filipina women the correlation was 0.51, and for African-American women the correlation was 0.54. Visceral fat exhibited strong correlations with pericardial fat and intra-thoracic fat, which were 0.65 and 0.68, respectively, for white men (both p<0.001), 0.68 and 0.72, respectively, for white women (both p<0.001), 0.45 and 0.60, respectively, for Filipina women (both p<0.001), and 0.52 and 0.64, respectively, for African-American women (both p<0.001).
Association of Cardiovascular Risk Factors with Pericardial and Intra-thoracic Fat
Age, ethnic/sex group, body mass index, ever smoking, LDL cholesterol, and triglycerides were significantly independently associated with pericardial fat (Table 2) , while HDL cholesterol and IL-6 were marginally associated (p=0.07, 0.06, respectively). Similar results were found for intra-thoracic fat, although ever smoking, HDL cholesterol and IL-6 did not seem to play as large of a role.
Associations of Pericardial and Intra-thoracic Fat with CAC presence, amount and progression
Pericardial fat and intra-thoracic fat per standard deviation were significantly associated with CAC presence in minimally adjusted models (Table 3) ; however, after further adjustment, only intra-thoracic remained significantly associated with CAC presence. A similar pattern was observed for the associations of pericardial and intra-thoracic fat with CAC as an ordinal outcome (Table 3) . Pericardial and intra-thoracic fat were not significantly associated with CAC progression as a binary outcome. Adipocytokines did not appear to substantially mediate any of these associations, and further adjustment for visceral fat did not appear to affect any associations substantially.
For CAC severity, in models adjusted for age and sex/ethnic groups, each standard deviation (SD) greater pericardial fat and intra-thoracic fat were associated with a 30.6% and 54.0% higher CAC amount, respectively (Table 4) . Further adjustment for lifestyle factors, comorbidities, and lipids levels attenuated the pericardial fat results to non-significance. However, the association of intra-thoracic fat with CAC amount remained statistically significant after adjustment for these factors, and did not appear to be mediated by adipocytokine levels or substantially attenuated by adjustment for visceral fat. Pericardial fat and intra-thoracic fat were not significantly associated with change in CAC amount (Table  4) .
Since the association of intra-thoracic fat and CAC presence was significant and robust, we further calculated the difference in c-statistics, as well as the NRI and IDI for this model. With a base model containing traditional risk factors (age, sex/ethnic group, ever smoking, physical activity, BMI, hypertension, diabetes, HDL, LDL and triglycerides), the c-statistic was 0.7728, and with the addition of intra-thoracic fat, it was 0.7833 (p for the difference = 0.0668). The IDI was 0.0161 (p=0.0006) indicating improved average sensitivity. However, even using liberal risk cut points of 0.15, 0.25 and 0.35 which would be more appropriate for this sample given the large amount of CAC, adding intra-thoracic fat did not significantly improve reclassification (p=0.48).
We further examined interactions of sex and sex/ethnic group with each of pericardial fat and intra-thoracic fat for CAC presence; no interactions were significant (all p>0.22). We also examine interactions by sex in the white participants only in CAC presence models, which were not statistically significant (p=0.60 for pericardial fat, and p=0.39 for intrathoracic fat). Finally we examined interaction by ethnicity in the women participants only, which were not statistically significant (p=0.69 for pericardial fat, and p=0.17 for intrathoracic fat).
Discussion
In this ethnically diverse sample of men and women, we have shown that pericardial and intra-thoracic fat are associated with CAC presence and severity, but not with CAC progression or change in CAC between examinations. Significant independent factors associated with pericardial and intra-thoracic fat included traditional cardiovascular risk factors, and the significance of these factors overlapped well among these fat depots. IL-6 was marginally associated with pericardial fat, but not with intra-thoracic fat. Associations of intra-thoracic fat, but not pericardial fat, with CAC presence and severity remained significant even after adjustment for potential confounders and mediators. In particular, the association of pericardial fat with CAC presence and severity appeared to be attenuated somewhat by the addition of adipocytokines and visceral fat, whereas intra-thoracic fat was not.
There were significant differences in the amount of pericardial and intra-thoracic fat by sex/ ethnic groups in our study. After adjusting for age and body size, Filipina women had the largest amount of pericardial fat followed by white men, white women and AfricanAmerican women, differences which were all statistically significant. For intra-thoracic fat, White men had the largest amount, White women and Filipina women virtually the same amount, and African-American women the least. To our knowledge, this is the first quantification of pericardial and intra-thoracic fat in a Filipina sample. Despite these sex/ ethnic differences, there were no differences in associations of pericardial or intra-thoracic fat with CAC by sex or ethnicity.
Our results are generally consistent with previous studies of pericardial or intra-thoracic fat and CAC. Ahmadi et al, in a study of 111 asymptomatic participants, found that each standard deviation (SD) increase in pericardial fat (defined as the difference between total thoracic fat and epicardial fat) was associated with a 2.6-fold greater odds of CAC ≥ 100 compared to CAC of 0(19). Dey et al obtained similar results for pericardial fat and CAC presence (CAC>0 versus CAC = 0) in a sample of 201 participants (22) . In 1155 Framingham Heart Study (FHS) participants, pericardial fat per SD was associated with 1.21-fold greater odds of CAC presence after adjustment for traditional risk factors and visceral adipose tissue; however, intra-thoracic fat was not associated with CAC after this adjustment (18) . Using somewhat different but still related outcome measures, previous studies have also found pericardial fat associated with calcified coronary plaque presence (20) , and with coronary artery stenosis > 50% (21) . Total thoracic fat (defined as pericardial + intra-thoracic fat) and intra-thoracic fat (defined as epicardial + pericardial adipose tissue) have been previously associated with CAC > 0 (22, 33) . In our study, we have additionally examined intra-thoracic fat (defined as adipose tissue outside the pericardium extending to the chest wall above the diaphragm), as well as CAC severity and CAC progression in a large multi-ethnic sample.
One difficulty in comparing results across studies of adipose tissue near and surrounding the heart is the differing methodology for measuring cardiac adipose tissue types. These differences include number and location of CT slices used, the origin CT slice used, the type of software used to quantify the adipose tissue, choice of segmentation of the adipose tissue compartments in the CT image, and differences in nomenclature, all of which can make a difference in the amount of pericardial and intra-thoracic fat accounted for or how these areas of adipose tissue are defined. Few, if any, studies have examined the association of intra-thoracic fat, as we have defined it, and CAC. For example, Ding et al (20) appear to have included a portion of what we deem intra-thoracic fat in their definition of pericardial fat. Huang et al (33) defined intra-thoracic fat as pericardial plus epicardial fat, where pericardial fat appeared to possibly include at least some portion of our definition of intrathoracic fat. The FHS used a different type of software and scoring system than our study, but is likely most comparable in terms of defining for the areas of pericardial and intrathoracic fat (18) . Epicardial and pericardial fat have several differences, including different embryologic origins and local circulation, as well as possibly differing pathophysiologic roles in inflammation and CVD, which suggest they are distinct cardiac adipose tissue compartments (12, 34, 35) .
Previous literature suggests that adipose tissue around the heart, specifically pericardial and/or epicardial fat, could be an independent significant source of adipocytokines (9, 10, 11, 12, 13). Mazurek et al found significantly higher levels of IL-6 and TNF-α in epicardial fat as compared to subcutaneous fat among 55 participants undergoing coronary artery bypass grafts (CABG)(11). Konishi et al found significantly more leukocyte antigen positive cells, indicating inflammation, in pericardial fat among autopsy cases with known CAD as compared to autopsy cases without CAD(10). In our study, after adjustment for adipocytokines, we did not observe substantial attenuation of the associations of pericardial fat or intra-thoracic fat with CAC presence, CAC severity or CAC progression, although there was a slightly more noticeable attenuation for pericardial fat with CAC severity and continuous change in CAC. Additionally, we did not observe substantial attenuation in the association of intra-thoracic fat with CAC after adjustment for visceral fat, indicating that intra-thoracic fat likely provides distinct information. Thanassoulis et al (17) found intrathoracic fat more strongly associated with a metabolic risk profile and visceral fat. However, in our study, there are similar magnitudes of correlation of visceral fat with pericardial and intra-thoracic fat for all sex/ethnic groups, which is likely why we did not observe a strong attenuation when adding visceral fat to either pericardial fat or intra-thoracic fat models. Lipids appear to be one of the most strongly related factors to pericardial and intra-thoracic fat in our study, so it is not surprising that most of the attenuation, if any, occurs here.
Our study has several strengths, but also some limitations. We have a relatively large ethnically diverse sample of men and women, good quality CT images, and quantified intrathoracic fat as well as pericardial fat. Since each of our ethnic groups had CT scans performed at the same location with the same CT scanners, and the CT scans were read by the same readers, we have consistent within study results with which to make ethnic and sex comparisons. We also have prospective measures for change in CAC and CAC progression, and have included CAC severity as an outcome. In terms of limitations, it is possible that we may have lacked sufficient power or duration for the CAC progression outcomes or power to detect interactions for sex/ethnic groups. However, associations of pericardial fat and intra-thoracic fat with CAC presence did not appear to differ among sex/ethnic groups in our study, with odds ratios for pericardial fat and CAC presence ranging from 1.10-1.44 and for intra-thoracic fat and CAC ranging from approximately 2-3 for the sex/ethnic groups, for example. Factors other than adipose tissue depots around the heart could be more important in determining CAC progression, and change in CAC is an inherently noisy measure. Additionally, while our sample is ethnically diverse, it is heavily weighted towards women. Our sample consists of participants without clinically overt CVD at baseline. Therefore, the results are not generalizable to a population with known CVD. We also did not quantify epicardial fat in the current study due to limitations of the CT scans and software. Finally, residual confounding or unknown confounders could play a significant role, as in any observational study.
Summary/Conclusions
In our multi ethnic sample, intra-thoracic fat was associated with CAC presence and severity, while pericardial fat was not. Neither cardiac adipose tissue depot was associated with CAC progression. Additional work to better elucidate the potential pathways for cardiac adipose tissue and adipocytokines will help to assess whether these types of adipose have a distinct, independent pathophysiologic role in cardiovascular and other diseases. Additionally, development of more standardized methodology, calculation, nomenclature and definitions for these particular adipose tissue depots so that studies can be effectively compared and/or meta-analyzed will further our knowledge of these adipose depots. Future studies may consider pericardial and intra-thoracic fat as separate entities for analysis given our findings. Finally, more studies with even larger and more ethnically diverse samples still need to be conducted.
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